Introduction {#sec1}
============

We report a rare presentation of miliary tuberculosis (TB) in an HIV-negative pregnant Bangladeshi woman masquerading as acute sepsis with rapid progression to respiratory failure and acute respiratory distress syndrome (ARDS) and subsequent acute renal failure (ARF). The absence of any typical systemic prodromal symptoms, the short duration of illness and initially normal chest x-ray (CXR) with rapidly evolving radiological changes made ascertainment of the diagnosis of TB infection difficult. Aggressive investigation including liver and bone marrow biopsy lead to diagnostic confirmation, appropriate therapy, and, despite foetal loss at 22 weeks gestation, to a successful outcome.

Miliary TB is a rare cause of ARDS and is associated with a mortality rate higher than ARDS from other causes. Although it is suggested changes in cell-mediated immunity during pregnancy may increase susceptibility to infections including TB, recent studies have not confirmed an association between pregnancy and the risk of developing active TB. The incidence of TB in the UK is significantly increased in immigrants, particularly from the Indian subcontinent - in a prospective study of patients diagnosed with TB during pregnancy in London all were recent immigrants to the UK. Diagnosis of TB in pregnancy is often delayed as extrapulmonary disease is common, symptoms can be non-specific, cough usually absent, and there is a tendency to defer radiological investigation.TB should be suspected in pregnancy in UK immigrants, even when the presentation is atypical.

Scientific findings {#sec2}
===================

A 19 week pregnant Bangladeshi woman presented with 5 days of fever, non-productive cough and breathlessness. Initial CXR was unremarkable; however she deteriorated dramatically with sepsis, ARDS and ARF, requiring ventilation and renal support. Investigations including routine culture, serology and PCR for typical and atypical pathogens, vasculitis screen and serum ACE were negative. Multiple respiratory, including bronchoalveolar-lavage, and EMU urine samples were smear and culture negative for TB. Renal biopsy suggested hypoxia-related ATN with scarce non-specific granulomata. Liver biopsy revealed numerous caseating granulomata and acid-fast bacilli, with culture confirmation of TB from bone-marrow. Foetal loss occurred at 22 weeks gestation.

Discussion {#sec3}
==========

The very short history, lack of typical prodromal symptoms, and initial unremarkable CXR with rapid onset of ARDS masking typical miliary TB radiological changes made diagnostic ascertainment of TB infection difficult. Positive Quantiferon gold test was consistent with previous exposure to TB in a high prevalence country. Though renal biopsy showed patchy granulomatous inflammation, the decline in renal function was too abrupt to be explained solely by renal TB. A CT scan confirming hepatomegaly followed by a liver biopsy, with liver function tests only moderately abnormal, ultimately led to the histological diagnosis, with microbiological confirmation from bone marrow.

Conclusions {#sec4}
===========

In contrast to one previous case reporting prolonged constitutional symptoms, we report a rare case of miliary TB in a pregnant woman masquerading as sepsis with rapidly progressive respiratory failure, ARDS and ARF. Although there is no evidence confirming TB to be more common in pregnancy, presentation can be non-specific, atypical and progression rapid. Sputum smears tend to be negative and, particularly in recent UK immigrants, attempts to obtain tissue for histological and microbiological analysis should be considered early to minimise diagnostic delay and improve outcome in a disease with high mortality. ARDS ventilation strategies including oscillation ventilation were crucial.
